The provision of immediate postoperative analgesia using titrated intravenous opioid is widespread. Protocols requiring two nurses to sign out, check and draw up opioid solutions are time-consuming and might act as a bar to the prompt provision of analgesia. One hundred and five patients were randomly assigned to one of three groups. Prepared morphine solution 10 mg (Group Ten) or 5 mg (Group Five) or no syringe (Group Zero) accompanied the patient to the post anaesthesia care unit. Nursing staffs were unaware of the trial. The likelihood of receiving morphine was actually higher in Group Zero than in Groups Five and Ten but not significantly different (relative risk 1.4, 95% confidence intervals 0.8-2.4). The dose of morphine administered was not significantly different between the groups. Provision of pre-prepared opioid solution did not increase either the frequency of morphine administration or the dose in this study.
The use of intermittent intravenous opioid administered by nurses to postoperative patients in the post anaesthesia care unit (PACU) according to protocol is widespread. The safety of the technique, even in the elderly, is well-established 1 . The requirement to have two registered nurses to sign out, check and draw up a solution of opioid is also widespread but relatively time-consuming in the context of a busy PACU. Checking and administration policies have been cited as one of the major delays in the timely provision of analgesia to postoperative patients on surgical wards 2 . It is not inconceivable that it is one of the factors that might prevent a patient from receiving analgesia. This randomized, blinded study was designed to assess whether such a barrier might occur in our PACU and to measure any such effect.
MATERIALS AND METHODS
After obtaining institutional ethics committee approval, 105 patients undergoing elective general anaesthesia for procedures likely to require titrated opioid analgesia as per the existing morphine pain protocol in the recovery room were enrolled in the study.
At the end of the procedure ("last suture") patients were randomized (using a random number table) to one of three groups. No further opioids were administered in the operating room. For patients allocated to Group Ten, a labelled syringe containing morphine 10 mg in 10 ml was given to the nursing staff during the handover when the patient was delivered to the PACU. If the patient was allocated to Group Five a labelled syringe containing morphine 5 mg in 5 ml was handed over. For patients allocated to Group Zero no syringe accompanied the patient to the PACU.
The pain protocol ensures that intravenous morphine is titrated to all postoperative patients to obtain a verbal numerical rating scale (VNRS) pain score of less than 4. No patient is discharged from the PACU with a VNRS pain score of more than 4.
The study was covert in order to prevent bias on the part of PACU staff.
The primary outcome measures were the frequency of morphine administration in each group and the dose of morphine administered in the PACU. Length of stay in the PACU was also measured. frequency of 60% for not receiving morphine (calculated from our existing audit data), in order to demonstrate a 33% "risk reduction" for not receiving morphine, at least 70 patients would need to be in the control group to have 80% power at a one-tailed significance level of 0.05. The frequency of morphine administration was compared between Group Zero and the combined Groups Five and Ten using Fisher's exact test. The doses of morphine given in each group and the length of stay in the PACU were compared using analysis of variance.
RESULTS
The study had to be terminated after three months because of a practice review on administration of pre-prepared opioids by PACU staff.
The three groups had similar baseline characteristics and underwent a similar range of procedures (Table 1 ).
There were no significant differences between the groups with respect to the frequency or dose of morphine given to patients in the PACU. The patients in Group Zero actually received morphine more frequently than the patients in the other groups and the mean dose given was higher.
DISCUSSION
The early termination of the study undermines the robustness of the negative finding. With the confidence intervals quoted, there is only a ten per cent chance that the provision of pre-prepared morphine might result in increased frequency of morphine administration in our PACU. In our current study, the provision of pre-prepared morphine was actually associated with a decrease in frequency of morphine administration.
In our institution, labelled syringes of morphine are often provided by anaesthetists for as-required administration in the recovery room by PACU nurses rather than strictly adhering to the policy that staff should never give drugs that they have not drawn up themselves. The argument for doing this has been to save time for the nursing staff in the PACU and to ensure that there is no delay in provision of analgesia, when required. Staffing in our PACU may be different from other institutions. There are usually two registered nurses in PACU who care for over 3000 patients each year who undergo elective procedures. Staff patient ratios are 1:1 for unconscious patients and 1:3 for conscious, stable patients.
The results of this study suggest that the provision of pre-prepared opioid solution to PACU staff does not significantly increase the frequency or dose of morphine administration in the PACU. This suggests that, in our PACU, the process for signing out, checking and administering morphine using two nurses is not a bar to the provision of analgesia. 
